W O R K I N G P A P E R
This product is part of the RAND Health working paper series. RAND working papers are intended to share researchers' latest findings and to solicit informal peer review. They have been approved for circulation by RAND Health but have not been formally edited or peer reviewed. Unless otherwise indicated, working papers can be quoted and cited without permission of the author, provided the source is clearly referred to as a working paper. RAND's publications do not necessarily reflect the opinions of its research clients and sponsors.
is a registered trademark.
Introduction
Continuity and coordination of care are attributes of medical care that influence its quality. Donabedian describes coordination of care as the "process by which the elements and relationships of medical care during any one sequence of care are fitted together in an overall design. Continuity means lack of interruption in needed care, and the maintenance of the relatedness between successive sequences of medical care….A fundamental feature of continuity is the preservation of information about past findings, evaluations and decisions, and the use of these in current management….Coordination involves the sharing of such information among a number of providers to achieve a coherent scheme of management." The quality-of-care indicators in this monograph focus on the domains of continuity described by Meijer and Vermeij:(5) 3
• Maintaining continuity of care from the perspective of the patient
• Maintaining continuity and cooperation among providers and between venues of care.
Many individuals and studies equate continuity of care with having a primary care
physician. Several studies have demonstrated an association between physician-patient continuity and greater patient satisfaction,(6,7) fewer emergent admissions and lower inpatient length of stay,(7) higher frequency of counseling,(8) more time efficiency and less resource use,(9) and better preventive care.(10) Most of these studies evaluated levels of continuity between patients and primary care physicians; there is inadequate investigation of whether the care that physician specialists provide could also constitute continuity. In addition, not all studies of continuity show benefits. (11, 12) Other literature has focused on continuity provided by non-clinician "case managers." Commonly, these case managers are social workers or nurses. Several studies of specific, high-utilizing patient populations have found that case managers reduce costs, (13) and some studies have found that they generate improved clinical outcomes. (14) However, other case manager studies have not shown outcome benefits. (15, 16) Therefore, the set of quality indicators proposed in this monograph focuses on the patient's physician, although not necessarily a "primary care physician."
Furthermore, the proposed indicators focus on the components of continuity and coordination, rather than on the structure that is in place to carry out these practices. This position is reinforced by a review of interventions that found that reminder systems, prevention protocols, multidisciplinary teams, and regional organization did not improve continuity of care. (17) As an explanation for the interventions' lack of impact on continuity, the authors hypothesized that "each of these programs focused on reorganization of the system or structure of care…rather than on providers or patients, 4 and did not address specific methods for insuring continuity in day-to-day operations." (17) Within the ACOVE quality indicators, which cover 21 specific conditions, two different types of coordination of care indicators might be envisioned: those that are based on a patient having a combination of health conditions and those that are not condition-linked. The former might include indicators targeted to patients with both hypertension and diabetes mellitus (see Diabetes #7), or to patients with both cognitive impairment and depression (see Dementia #10); these indicators are included in the condition-specific articles as are specifications regarding the frequency of follow-up required by specific conditions (e.g., continuity after a new diagnosis of depression, Depression #15, #16, #17). Indicators included in this module focus on generic issues in continuity and coordination of care that can apply regardless of diagnosis.
Methods
The methods for developing these quality indicators, including literature review and expert panel consideration, are detailed in a preceding paper. (18) For continuity and coordination of care, the structured literature review identified 4,480 titles, from which abstracts and articles were identified that were relevant to this report. Based on the literature and the authors' expertise, 15 potential quality indicators were proposed.
Results
Of the 15 potential quality indicators, 13 were judged valid by the expert panel process. (see Quality Indicator • that the medication is being taken,
• that the physician asked about the medication (e.g., side effects or adherence or availability), or
• that the medication was not started because it was not needed or because it was changed BECAUSE newly started medications should be followed up to enhance adherence and to identify medications that were never started. • the result of the test, or
• that the test was not needed or the reason why it will not be performed, or
• that the test is still pending BECAUSE diagnostic testing must be followed up in order to affect care, and requested procedures that are not performed may represent missed diagnostic or therapeutic opportunities. test results is intended to allow time for the test to be completed, for the result to be communicated, and for the documentation to occur at a patient visit (if necessary).
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Quality indicator #9
Medical Visits and Appointments after Hospitalization IF a vulnerable elder is discharged from a hospital to home or to a nursing home, and the hospital medical record specifies a follow-up appointment for a physician visit or a treatment (e.g., physical therapy or radiation oncology), THEN the medical record should document that the visit or treatment took place or that it was postponed or not needed BECAUSE physician visits and treatments after hospital discharge facilitate follow-up of inpatient care and continued treatment.
Supporting Evidence: Patients are scheduled for appointments after hospital discharge to follow-up on instability, to monitor therapies initiated during the hospitalization, to evaluate or treat new problems detected during the hospitalization, or to continue treatment begun during the hospitalization. One study of 211 frail older patients discharged from a hospital noted that only 39% followed-up with their family physician within six weeks of discharge, while 65% kept appointments at the geriatric assessment unit, and 81% attended the geriatric psychology clinic. (35) Compliance with these follow-up visits was enhanced by coordination between the inpatient ward and the outpatient office or unit, and reduced by discharge plan complexity. No health-related outcomes were noted in this observational study. One randomized trial demonstrated that a comprehensive program of discharge planning and home follow-up visits at 2, 6, 12, and 24 weeks post-discharge (by advance practice nurses) resulted in fewer re-admissions and lower re-admission costs. (14) However, the trial showed no differences between intervention and control groups in post-discharge acute care visits, functional status, depression or patient satisfaction.
Another randomized trial of a comprehensive education and follow-up intervention for patients with congestive heart failure also revealed decreased hospitalization rates. (39) Because a comprehensive home-based intervention is beyond the capability of most community practice, this indicator requires an in-person or telephone follow-up with a clinician rather than a program of home-based follow-up. A study of one vulnerable group of patients found that 46% had not received follow-up one month after hospital discharge. (40) The NLHI performance measure on follow-up of hospitalization requires ambulatory setting follow-up after hospital discharge for patients with diabetes, hypertension, ischemic heart disease, congestive heart failure, chronic obstructive pulmonary disease, or osteoarthritis. (3 provided by different health care delivery systems and for comparing the change in care over time.
